Comment.-The histology in this case is somewhat doubtful. Lupus erythematosus is the most likely diagnosis, but it is difficult to distinguish the section from that of lichen planus. If this is a case of lupus erythematosus, the clinical appearance of the lesions is somewhat unusual; in view of the pigmentation, the fact that he has had gold and that there was so much spread during the last course of gold, this condition may be a lichenoid gold eruption rather than lupus erythematosus. The recent occurrence of a bullous lesion is also more in favour of lichen planus rather than a lupus erythematosus. I hoped to find gold in the tissues and a small piece was subjected to spectroscopic examination, but the evidence for the presence of gold was not very convincing.
Mr. G. B. Dowling: I have an identical case, a patient who presented herself two or three years ago with a reddish scar on the scalp. We could not make any diagnosis on it, but after a time she developed follicular horny plugging round the scar and one thought that the condition must be lupus erythematosus. She had no gold or other metallic treatment and carried that diagnosis for a long time; however, comparatively recently she developed lichen planus of the hypertrophic warty type on the forearms. The lesion in her scalp is not quite so lumpy as the scalp lesion in Dr. Schwartz's case but the change is of the same type. It is not always. easy to distinguish lupus erythematosus of the scalp from lichen planus and I would suggest that the present case has, throughout, been one of lichen planus.
The President: I have seen a case of quite typical discoid lupus erythematosus which became disseminated and systemic. The lesions gradually assumed the features characterizing the present case: great thickening of the skin and a warty surface, and, in places, discrete round warts. There were no small lesions suggestive of lichen planus. My case had been given bismuth and this may have been an important factor in inducing this lichenoid metamorphosis of the lupus erythematosus.
Dr. H. Haber: I have seen a case at St. John's Hospital when it was diagnosed clinically as lupus erythematosus. When treated with gold the patient developed a generalized lichenoid eruption which both clinically and histologically showed overlapping features of lichen planus and lupus erythematosus. A few months later the patient's condition cleared up completely, but presented on his legs typical lichen planus which was confirmed histologically.
Dr. R. D. Moyle: I think the speaker omitted to mention a polygonal flat-topped papule just above the verrucose area on the forearm, similar in colour to lichen planus, and white pin-point lesions on the buccal mucosa. I feel quite sure that there is lichen planus on the left forearm and in the mouth. D. W., aged 24, a lorry driver, first attended the Out-patient Department on 27.2.51. He suffered from scarlet fever at the age of 8 and is said to have had anvmia at 13. At 21 he had an appendicectomy. He has never suffered from any skin disorder. His mother has bronchitis but his father and younger brother are in good health. Two uncles and an aunt died of pulmonary tuberculosis.
In 1944 at a fair in Aldershot his left forearm was tattooed with an elaborate design in blue with roses in red. In January 1951 red patches suddenly appeared on both cheeks and enlarged rapidly over a period of a few weeks. At precisely the same time he noticed moderately severe irritation in the tattoo. This irritation has persisted. After about a week he noticed that the red areas in the tattoo were becoming raised and warty (Fig. 1) , and they became increasingly so during the next three weeks. There has been no change in the facial or arm lesions in the last six weeks. The blue areas in the tattoo have not irritated at any time. He had no upper respiratory infection or any constitutional symptoms either immediately preceding the appearance of the skin lesions or subsequently.
On examination.-A healthy young man with no discoverable physical abnormality in any system other than the skin. On both cheeks there are discoid patches of lupus erythematosus. In the tattoo there is no detectable change in the blue areas. but the roses are elevated and warty.
Investigations Biopsy (Dr. I. W. Whimster).-Arm (a rose was excised): (Section 1) Severe generalized, irregular epidermal hyperplasia, subepidermal cedema and vascular dilatation and focal infiltration by lymphocytes (Fig. 2) . There is much pigment in the upper layers of the dermis which by transmitted light appears black but by incident light orange-red. This pigment is in colour identical with vermilion (red mercuric sulphide).
(Section 2) (not illustrated) Similar changes to (1) except that in the centre of the section there is no pigment and in this area there is no inflammation or hyperplasia. In the inflamed areas there is mild fibrinoid degeneration of the sub-epidermal connective tissue.
In both sections the inflammation and hyperplasia are compatible with the diagnosis of lupus erythematosus. Although the pigment appears to ,have the same distribution in the skin as the inflammatory reaction, the inflammation is not centred round the pigment particles themselves.
Face: The epidermis is flattened and there is keratotic plugging of the follicles: there is a marked lymphocytic infiltrate mainly around the skin appendages (Fig. 3) .
Comment.-The technique of tattooing commonly practised in civilized communities consists of the introduction of pigment particles into the dermis with a special electric needle. Carbon in the form of Chinese or Indian ink is used to obtain the blue colours in the design and cinnabar (mercuric sulphide) for the red. The use of other pigments seems to be rather uncommon (Mathews, 1947) . The delayed development of sensitivity to cinnabar has often been observed, an eczematous reaction limited to the red areas of the tattoo appearing after an interval of a few months or after many years. In some cases the reaction in the tattoo has appeared only after sensitivity to mercury has been accidentally induced by the application of a mercurial preparation to some other area of the skin, but in most cases it has developed spontaneously. Usually sensitivity persists indefinitely, but Sulzberger et al. (1944) have reported a case in which the sensitivity diminished after a few weeks. Madden (1949) describes a case of a man of 36, tattooed four years previously, who developed lupus erythematosus simultaneously on the face and in the red areas of his tattoo. On two occasions exposure of the face only to sunlight was followed by a flare of the lesions on the face and on the arm which had remained covered.
There are two possibilities to be considered. Either development of sensitivity to cinnabar is an essential pathogenic factor in provoking the lupus erythematosus reaction or lupus erythematosus provoked by some unrelated and unknown factor localizes at the site of a pre-existing low-grade, inflammatory focus as psoriasis or lichen planus may do. However, it is of interest that when these latter diseases develop in tattoos, theyare not localized to the red areas.
The results of patch tests with cinnabar and other mercurial compounds are inconsistent even in the simple eczematous reactions in tattoos. McKenna (1948) has suggested that some intracellular pigment particles dissociate and form organic compounds which act as haptens.
